December 1972 


Christian Medical Commission World Council of Churches 150 Route de Ferney 1211 Geneva 20 Switzerland 


China and the Less Developed Nations Susan B. tkin 


As part of the effort to understand developments in China over the last 22 years 
and to explore the advances in health and medical care services, the Department 
of Studies of the Lutheran World Federation in conjunction with the Christian 
Medical Commission has commissioned a group of Hong Kong medical people and so- 
cial scientists to analyze and summarize information available on this subject. 
Susan Rifkin, a Research Fellow at the Science Policy Research Unit of the Uni- 
versity of Sussex, is the Executive Secretary of this group in Hong Kong. Based 
on Chinese medical reports, interviews and possible travel to China, its report 
will be written over the next eight to ten months. It will seek to define areas 
of developments in medical and health care which may be relevant to medical mis- 
sionaries and national health planners throughout countries in the third world. 
This issue of CONTACT is an attempt to raise some of the issues on which the 
study may focus. 


In an address to the American Medical Association's Fourth Conference 
on International Health in 1969, James McGilvray, director of the 
Christian Medical Commission, pointed to four problems which are of 
primary importance to those in the church and elsewhere concerned 
with the future development of health and medical care services in 
the present world. These are: 


1. the economic factors of health care delivery systems; 


2. the present medical manpower system as an effective approach 
to massive epidemiological problems; 


3. the dilemma posed by what we know about disease and what we 
do not know about the delivery of health care; 


4. the tensions between the clinical care of individuals and 
concern for the health of the community. 


In seeking a solution to these difficulties, though large amounts of 
Financial .resources have been allocated to institutionalized, cura- 
tive programmes, mortality and morbidity rates remain high, and in- 
creased services have not radically improved the people's health. 
McGilvray suggests one of the major reasons for the lack of notice- 
able improvement in health conditions is the assumptions on which de- 
cisions to provide medical care resources are based on the belief 
that increased facilities constitute improved health (ignoring the 
fact that the population cannot afford to use these facilities); that 
highly trained manpower is the only method by which to deliver health 
care; that medical care is independent of social factors, including 
health education and preventive activities; and that disease-oriented 
and hospital-based systems are, without reservation, the most appro- 
priate to meet health needs. The consequence of decisions based on 
these assumptions have led to continuing health care problems, parti- 
cularly in less developed nations, and to health and medical systems 
which are unresponsive to increasing national health needs. 


In searching for alternatives to these ever present and more pressing 
problems, recent attention is focusing on the health system in the 
People's Republic of China (PRC). China, too, recognizes these four 
problems as those present in its society. However, it has created 
some imaginative and seemingly effective ways of coming to terms with 
them. 


Discussions about the development of health services in China are of- 
ten aborted because of the apparent lack of statistical information 
to support preliminary findings. It is true that since 1960 the Chi- 
nese have not published comprehensive statistical information. That 
is not to say statistics are not available. Recent visitors, the 


Sidels, Dr Minokowski and Dr and Mrs E. Grey Dimond confirm that 
there is extensive data collection at the local level. They bring 
back evidence that the Chinese have continued to keep down disease 
incidence rate and to build the health infrastructure. What the lack 
of comprehensive data means is that it is difficult to develop a 
Framework for evaluation of Chinese health programmes. 


However, it is evident that material is available to obtain a general 
picture concerning the Chinese health system. This picture can be 
drawn from policy statements and implementation reports by both the 
China travellers and the Chinese press. From this data it is possi- 
ble to find features of health policy which distinguish China's ap- 
proach to the development of health care from those of other less 
developed nations. These features include: 


1. In developing its health system, China, in comparison to many 
other nations, has provided a more equal distribution of health 
resources among its population. 

Allocation of resources is a major concern of all nations. They must 

make decisions about how much and what kinds of resources to place in 

the health sector. In the less developed nations the pattern of 
growth in health and medical care services has often been that which 
puts health in the hands of the wealthy elite which clusters in urban 
areas and which demands curative care administered by highly skilled 
doctors, leaving the poor and rural people without access to care. 

This is the case, in part, because of the 'demonstration effect! 

whereby these nations wish to duplicate the curative, hospital-based 

health programmes of the industrialized West without creating the 
necessary preventive framework to make this orientation viable. In 

China, however, health resources apparently have been used in such a 

manner as to allow some type of medical and health care services for 

nearly all 700 million people, 80 percent of whom live in the coun- 
tryside. 


2. China has utilized indigenous resources avoiding massive imports 
of equipment, drugs and medical technology from other nations and 
thus dependence upon them. 

In health, as in other areas, this has meant building economic plans 

to correspond with exploitation of the available resources rather 

than using the resources to supplement borrowed techniques and pro- 

grammes. Thus China not only is building a development plan respon- 
sive to local conditions but also is avoiding incursion of other in- 
ternational interests on the direction of its economic planning. In 

addition, this approach in the health system seems to be creating a 

flexible response to the demand for medical manpower and limiting the 

difficulties created by overtraining/underemployment prevalent in 
many nations of the third world. Many problems of this nature have 
been ameliorated because China is a closed economy. 


3. Investment in medical technologies has apparently been considered 
in terms of social goals and the level of economic growth and has 
been through emphasis on developing both the Western and tradi- 
tional medical sectors, the ‘walking on two legs' policy. 

China has not developed expensive technologies such as heart trans- 


plants and large numbers of intensive care units for heart attack pa- 
tients at the cost of more broadly based medical and health care ser- 
vices. Rather, emphasis has been placed on developing the best tech- 
nologies for the lowest prices to serve the most number. In addition, 
the Chinese have utilized the skill and medical knowledge of the tra- 
ditional practitioner and have continued to integrate this practice 
with Western medical approaches. This policy has not only put to use 
a large pool of available manpower but also has provided support for 
growth in the modern Western medical sector. 


These policies which the Chinese have adopted have been pursued in a 
number of ways. In the following paragraphs we will outline some of 
the major programmes the Chinese have developed in the last 22 years 
and discuss the possible benefits for other third world nations de- 
rived from their implementation. This can only be a brief sketch 
both because of the general nature of research at this stage and be- 
cause of limited information. 


1. The Chinese have stressed prevention but combined it with prophy- 
laxis and treatment. 
Earliest health programmes were directed toward reduction of the most 
prevalent contagious diseases, including cholera, tuberculosis and 
malaria. Mass inoculation programmes were instituted, and Red Cross 
teams were sent to remote areas and regions with minority people to 
establish rudimentary health services. As development progressed, 
the Chinese became concerned with improving the nutritional standard 
of the people and with providing a broad network of maternal and 
child care services, which rapidly reduced infant mortality rates. 
Health education was established as a major part of preventive activi- 
ties. The Chinese adapted preventive programmes to the existing so- 
cial and economic conditions. Their approach to disease control pro- 
vides one example. As outlined by Robert Worth, these methods follow 
the steps of: 


a. obvious intervention - a decision to launch an attack on a 
specified disease 


b. longer term social engineering - the role of this activity 
vis-a-vis social, political and economic goals of the society 

c. tactical controversy - discussion among all levels of person- 
nel about the best approach to attack the disease problem 

d. experimentation - theoretical approaches tested on small 
samples 

e. field trial - putting theory into practice 

f. validation - report and analysis of field methods 

Q- national conference - representatives from various adminis- 


trative units trade experiences 


h. wide use/local autonomy - using the agreed method in the way 


most suitable for local conditions 


According to both Chinese and visiting physicians, this approach ap- 
parently has led not only to a rapid decrease in disease morbidity 
but also to the creation of a solid health infrastructure to ensure 
continuing low rates of incidence. 


By building a strong preventive network at a primary stage rather 
than investing heavily in curative services, there are definite cost 
advantages. Firstly, investment in specific curative services may be 
limited because the source of these diseases is reduced or eradicated. 
Secondly, prevention utilizes, with minimal financial appropriations 
for training, available manpower in a labour-surplus economy for 
tasks such as checking for and reporting disease prevalence and giv- 
ing inoculations. Thirdly, preventive activities rapidly reduce many 
contagious diseases identified with high death and debilitation rates 
- cholera, tuberculosis, plague - thus increasing the productive ca- 
pacity of the population. Finally, preventive activities provided a 
relatively cheap method to disseminate health education among large 
groups of people and to introduce new medical techniques. 


2. The Chinese have effectively used methods of mass mobilization to 
support preventive activities. 
The Chinese experience suggests preventive work is more effective 
when the target population is aware of the importance of preventive 
activities and is actively involved in implementing the programmes. 
To mobilize the people, the Chinese leadership relies on the mass 
campaign. Instituted during the Korean War (1950-53) to activate the 
masses to take measures against germ warfare allegedly used by the 
Americans, mass campaigns were regularized during the Great Leap pe- 
riod in 1958. Their aim is to direct mass activity for an attack on 
a given disease problem by gaining the participation of the entire 
population. Results of this type of mobilization have included the 
eradication of venereal diseases from China's major cities, reduction 
of disease-carrying pests - rats, flies, mosquitoes and bedbugs - and 
the establishment of intensive health education programmes and pro- 
grammes for mass inoculation. 


Campaigns have not only boosted environmental sanitation and raised 
the consciousness of the people about the importance of good health 
but also aided the creation of a concept of community health. Be- 
cause the campaigns demand and rely upon the participation of all 
members of the area, a sense of local responsibility is developed. 
Through health education programmes, through the recruitment of com- 
munity members with leisure time - i.e. housewives - through develop- 
ing a sense of duty to one's self and one's neighbours concerning 
health care, mass campaigns are the foundation of community health 
programmes. They, in fact, may be the key to China's entire develop- 
ment strategy. 


Among the other benefits of mass mobilization is the multi-utiliza- 
tion of manpower for such economic enterprises as sanitary engineer- 
ing work and irrigation projects. An example can be seen in the sea- 
sonal campaigns against schistosomiasis, a fluke which invades and 
lives in the mesenteric blood vessels of the abdomen. The eggs of 


the fluke are laid inside the human body and discharged in the stool. 
Once they get into the water, they hatch into ciliated larvae, making 
their way into the bodies of snails which inhabit ponds and water 
courses. Thirty to forty days thereafter each larva gives rise to 
numerous fork-tailed larvae, which emerge from the snails' bodies and 
swim into the water. These penetrate the skin of a person who comes 
into contact with the infested waters. The Chinese have attacked the 
problem both by controlling fecal deposits and by killing the disease- 
carrying snail. During the campaigns they both build and repair prop- 
er receptacles for human wastes and go to the water areas to clear 

the land of the snails. Concomittantly they have improved sanitation 
facilities, irrigation canals and reclaimed land heretofore unused. 


3. In developing health and medical care services, the Chinese have 
put stress on the rural areas. 
With the rise to power of the Chinese Communist Government on the 
Mainland, the patterns of resource allocations were radically altered. 
A group of the elite no longer maintained a monopoly on the goods and 
services, as was the case in the pre-1949 society. The major goal of 
the new leadership was to develop mechanisms by which to distribute 
Financial and welfare benefits to the majority of the people, most of 
whom lived in the countryside. 


In the field of health services this change in the pattern of effec- 
tive demand, in accordance with adjusting policies for overall eco- 
nomic development, resulted in the establishment of a broad, rural 
network in the Great Leap period. At this time responsibility for 
health work was decentralized. Communes were created, and county hos- 
pitals were given responsibility for the direction of health work in 
their province. By 1964 each of China's 2,000 counties had a hospi- 
tal. To strengthen the foundation of rural health work, other poli- 
cies were purported. These included the building of health centres 
to serve the production brigades and production teams, the smaller 
units of a commune; a rapid increase in the numbers of medical auxil- 
iary workers; and the transfer of urban medical doctors to the coun- 
tryside for a period of service. The implementation of these poli- 
cies have had an erratic history, but it appears that one of the 
goals of the leadership in the Cultural Revolution period (1966-68) 
and after is to ensure that Great Leap programmes do take root. 


Concerning the financing of the rural health work, the Ministry of 
Public Health provides basic support. However, the decentralization 
of health services also has meant emphasizing local financial support 
for those programmes. In recent years cooperative medical schemes 
have been popularized. Under this scheme the rural communes are en- 
couraged to build their own facilities, recruit and train local per- 
sonnel, and make their own medicines and drugs from local herbs. By 
requiring each unit of the commune and the individual to contribute a 
given amount per annum (the individual contributes about $.50 and re- 
ceives free treatment), rural areas attempt to provide services which 
best meet their local needs, best utilize their indigenous resources, 
and do not depend on vested urban interests. In addition, the scheme 
has provided financial relief for the national budget. Decentraliza- 
tion of decision making from programmes to finance is a major attempt 


to equalize the availability of social welfare between urban and ru- 
ral areas. 


The Chinese realized early that manpower is their largest resource 
and continued to take measures to protect it. The emphasis on rural 
health care provides the society with a potentially healthier labour 
force and thus the possibility of increased agricultural output. Ru- 
ral health policies support general developmental policies of equal- 
izing resource distribution between rural and urban areas, hoping to 
avoid concentration of the population and problems in the urban ghet--: 
toes growing up in the more industrialized countries. The expansion 
of rural health services expresses to the people the concern of the 
government for their welfare and gives evidence for early promises to 
share the goods and services of the society among the majority of the 
population. In summary, the stress on rural health care reflects and 
is reflected by determination of Chinese leadership to gain the ac- 
tive support of the majority of the Chinese population for its social, 
political and economic goals. 


4. The Chinese have developed programmes for manpower training and 
deployment which are responsive to the available resources and to 
the stated goals of the new society. 

Medical manpower shortages are one of the greatest impediments to the 

development of adequate health services. When the Communists took 


power in 1949, there were only about 18-20,000 Western-trained doc- 
tors in China to serve 500 million people. A first measure taken by 
the new government in its attempt to build a health network was to 
increase rapidly the numbers of trained physicians in the country. 
In 1949 China had only 36 medical schools. By 1959 there were 142 
medical colleges. In 1949 there were 15,200 students enrolled in 
these institutions. By 1959 this number had increased to 103,000. 
As a result, by 1966 C.Y. Cheng estimates there were 200,000 persons 
in the PRC who had completed higher medical education. 


Content of education has also been of concern. With the advent of 
the Cultural Revolution the leadership reappraised the goals and di- 
rection of health and medical services. Medical colleges were closed 
for a two-year period during 1966-68, and medical programmes were re- 
vamped. The new curriculum has been shortened, medical training has 
been focused on the more 'relevant' subjects, and stress on practice 
as well as theory (medical students now spend some of their training 
by serving in the countryside). Yet with continually expanding man- 
power ranks, the supply still does not meet the demand. The Chinese, 
therefore, have’ instituted other policies to make available the 
needed medical expertise. 


One way to strengthen health services is by training and deploying a 
large medical auxiliary staff. In addition to making use of tradi- 
tional medical practitioners, of which we will say more later, the 
Chinese built a core of medical aides who could carry out a number of 
health and medical measures and release the precious time and skill 
of the highly trained physician. Auxiliary workers are divided into 
Four groups of people: 


a. the specialist, educated for two years in one field of medical 
care . 


b. the paramedical professional, such as nurses and lab techni- 
cians, Who studied two to three years to perfect their skills 


c. the hygiene worker, whose three- to six-month training focused 
on environmental problems and disease control , 


d. the part-time worker 


This latter category was instituted in the 1958 Great Leap period and 
has been popularized recently as the 'barefoot doctors’. Studying 
medicine in a part-time or spare-time school, these agricultural 
workers are trained to carry out rudimentary treatment and preventive 
and sanitation work. The appearance of this type of personnel en- 
ables the employment of these people in health work during slack sea- 
sons and provides means of on-the-spot treatment. It also creates a 


corps of concerned locals who have stakes in the good health of their 
community. 


As a means to best utilize the skills of the few Western-trained doc- 
tors in China in 1949, health teams were created. These teams, led 
by the trained physician and supported by medical auxiliary staff, 
were responsible for anti-epidemic activities, which included staff- 
ing and multiplying anti-epidemic stations; establishing maternal and 


child care services; training locals to carry out preventive work, 
including health education and vaccination inoculations; and estab- 
lishing health services among the minority tribes which were threat- 
ened by extinction due to the lack of disease control measures. Dur- 
ing the Great Leap period, when the communes were established, the 
urban medical doctors were sent to lead teams which travelled in the 
rural areas as part of the policy to equalize the distribution of 
medical and health care services. This policy has become more wide- 
spread in the years during and after the Cultural Revolution. At 
present, one third of all urban medical staff serve in the country- 
side either on temporary, transfer or permanent resettlement. Urban 
doctors lead mobile medical teams to treat referral cases and those 
too difficult to handle by local medical staff, establish clinics, 
teach new medical techniques, give health education, and train new 
personnel. Rural experience helps to familiarize the doctors with 
the most common medical problems. The creation of health teams is 
another way of making best use of scarce medical resources. 


In addition to the training and deployment, the Chinese are concomi- 
tantly concerned with developing new social attitudes among medical 
personnel in order to support the health structure. Dr Victor Sidel 
and his wife, Ruth, after their recent trip to China, reported some 
of their observations about this policy. We have already mentioned 
one manifestation of this policy - the transfer of the urban doctors 
to the countryside. In an attempt to reduce what the Chinese see as 
the bogus status of the professional doctor, other policies have been 
adopted. A wage freeze has been in effect in the post-Cultural Revo- 
lustion era to equalize the glaring gap between the auxiliary and the 
senior medical researcher. Emphasis is being placed on service rath- 
er than personal reward and on skills rather than credentials. Doc- 
tors are urged to take part in all phases of medical treatment, not 
just curative practice. Status is accorded for the contribution of 
medical skills to 'serve the people'. By institutional flexibility, 
by the use of a large number of medical auxiliaries, and by encourag- 
ing multifunctioning practitioners, the Chinese hope to tap all poten- 
tial manpower resources in order to extend the health network. 


5. The Chinese are emphasizing the integration of traditional and 
Western medical practice. 
Traditional Chinese medicine is over 2,500 years old. As an integral 
part of Chinese culture it provided both an orientation and a source 
of manpower that the new Chinese leadership chose not to ignore. For 
the 500,000 practitioners of traditional medicine, an Academy of Tra- 
ditional Medicine was established as early as 1954. In the Great 
Leap period a:concentrated effort was made to introduce both tradi- 
tional doctors and medical theory into the university classroom. 
Since that period and particularly in the post-Cultural Revolution 
era, medical students have been encouraged to study both Western and 
traditional medicine and have been urged to continue to search for 
methods of combining the two systems. In addition, Western doctors 
have been encouraged to study traditional medicine in special courses 
designed for this purpose. Traditional doctors have joined the pub- 
lic health services, have been assigned to hospitals and clinics of 
various types, and are being integrated into the existing organiza- 
tion system. They have played an important role in health and medi- 
cal care services in the PRC. 
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In addition to the obvious contribution to medical manpower resources, 
there are cost advantages to utilizing traditional medicine and its 
practitioners. URaS cee it is not clear as to what the precise value 
si ee 3 : of traditional cures is, there is no 
doubt that some - e.g. acupuncture 
anesthesia - are relatively effective 
and relatively inexpensive. The tra- 
ditional practitioner provides a base 
of trained manpower requiring minimal 
expenditures for immediate utiliza- 
tion. Also these doctors are able to 
provide much of the emotional support- 
type medical aid, especially in the 
rural areas, because they have spent 
long periods of time with the patient. 
This makes them an important, effec- 
tive and relatively inexpensive sup- 
plement to modern medical practices. 


These is another advantage to incorporating the traditional doctors 
into the medical service. As Robert Worth indicates, because these 
people provide treatment which is readily available, simple and more 
appropriate to the habits of the Chinese people, they can act as an 
agent for change. Traditional medicine provides a way to obtain 
needed and wanted technical services while providing salve for wounds 
torn open by the rapid transition of the last 22 years. As a means 

to transmit new ideas on health and medical care to a superstitious 
rural population, these doctors help to strengthen the viability of 
the new health infrastructure. By making use of China's ancient medi- 
cal knowledge, a situation is created whereby the scientifically valu- 
able aspects may be gradually identified and adopted. In the mean- 
time this core of practitioners provide an alternative type of treat- 
ment for the peasant and the conditions whereby new knowledge and 
techniques can be disseminated. 


Is the Chinese experience in developing health and medical care ser- 
vices applicable to other nations? A major obstacle in answering © 
this question is our lack of knowledge about the relationship of the 
health system to the social, political and economic structures of any 
one nation. The Chinese health system appears to be an integral part 
of overall development planning. Because of the lack of adequate 
means by which to separate for evaluation the system or any of its 
parts from the environment in which they flourish, it is difficult to 
predict the results of a transfer of the system or any one programme 
to another environment. The Chinese health system was created after 

a revolution which destroyed the previously existing social and polit- 
ical structures. It may be that one part of the health system cannot 
be transplanted into a different national culture. It may possibly 
mean that revolution is a necessary condition for such radical change. 
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Despite this caveat there appear to be important lessons to be 
learned from the Chinese experience. Not surprisingly the most ‘im- 
portant lesson at this stage in history appears to be that of formu- 
lating the proper questions to ask about development of health and 
medical care services. The Chinese have posed a number of queries 
For which they have provided answers within the context of their de- 
velopmental goals. Although their answers have been parochial and 
designed for their specifications, the questions are relevant to 
health planning in most other nations. Among these questions the 
more general and most important seem to be: 


1. What is the relationship between health planning and economic 
development? 
In many countries the government sees no relationship. National 
planners abrogate their responsibility for health planning and turn 
health budgets over to medical doctors whose scientific capabilities 
are presumed to qualify them as administrators. The result is that 
health and medical care programmes develop in isolation and in little 
proximity with other national social and economic goals. The dele- 
terious effects of this growth have been recognized by such noted 
economists as Gunnar Myrdal (1968), who pleads for governmental con- 
cern for and allocations to "the investment in man". He argues that 
government must be aware of the need of good health for economic de- 
velopment and the necessity for the coordination of health plans with 
economic planning. This plea has been a principle of Chinese plan- 
ning since the founding of the PRC. The Chinese experience with in- 
tegrating health and economic plans suggests that other nations may 
well profit by asking the question about the relationship of these 
two areas in constructing their own health systems. 


2. What are the alternative ways of allocating scarce resources? 
This question is of particular relevance to the less developed coun- 
tries, where proper resource allocation means the difference between 
economic and social and political growth or stagnation. In health 
planning they agree that decisions for resource allocations focus in 
three areas; it is a question of how much and what kind of resources 
should be put into: 


a. rural and/or urban services and facilities - that is, who gets 
the service 


b. preventive and/or curative services - that is, what kind of 
services 


c. training of highly qualified physicians and/or medical auxil- 
iaries - that is, how will the services be delivered 


As we have noted, many third world nations have followed patterns of 
development which have better suited the demands of their former col- 
onial masters rather than their own present needs. In contrast, the 
Chinese alternative stresses rural rather than urban health care, pre- 
ventive rather than curative services, and the use of medical auxilia- 
ries as a means of supporting highly trained doctors. In the Chinese 
case this has meant delivery systems based on the utilization of sur- 
plus labour; health care for the countryside, where most of the pop- 
ulation lives; and the creation of a preventive network on which to 
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build more specialized curative services. Most important, it has 
meant an opportunity to make choices which seem to be more appropri- 
ate to China's cultural endowment rather than the duplication of pro- 
grammes which are poorly suited for the available resources. Al- 
though the specific programmes may be particular to China, other na- 
tions might well implement changes in their present, unsatisfactory 
health care programmes by asking about alternatives. 


3. Are there ways of making the present national health and medical 
care systems more adaptable to the existing diffuse problems that 
confront government policy makers? 

To develop health programmes which are capable of providing services 

to all members of a country, especially the large territorial states, 

is a constant problem for national planners. Because traditional pat- 
terns of the distribution of health care tend to impede innovation, 
today many nations feel intense pressure to implement much needed 
health reforms. National policy makers seek ways of.making the 

health system more responsive to the needs of the local population. 

In China, which confronts the same problems, the solution has been to 

decentralize health programmes and develop a responsibility in the lo- 

cal community to care for its own health needs. Through use of local 
personnel, exploitation of local resources for medicine and drugs and 
local financing, the Chinese attempt to create a health system flex- 
ible enough to make adjustments to changing local situations. To 
break the stranglehold of national bureaucracies on health programmes 
and to create semiautonomous community health services, community 
health programmes may be one way in which other nations can meet the 
challenge for the need to provide health services to all members of 
the society. 


These questions are only a few which are raised by the study of the 
Chinese experience in developing health and medical care services. 
Others might focus on more specific aspects of Chinese programmes, 
such as the training and utilization of auxiliaries, the creation of 
medical cooperative schemes, or the revamping of education. What is 
most apparent about the relevance of the Chinese example to other na- 
tions is that in asking these questions, China has rejected the tra- 
ditional framework of Western practice in dealing with similar prob- 
lems. The Chinese have considered health a community affair and cre- 
ated programmes for community health needs. It is an approach that 
apparently accumulates a high rate of return. What is also apparent 
is that health planners need a new approach to the health care prob- 
lems with which they must deal in the less developed countries. Per- 
haps asking the proper questions would be an appropriate place to 
begin. 
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Heal the wounded, 
fescue the dying, 
practise revolutionary 
humanitarianism. 


Mao Tsetung 


TROPICAL CHILD HEALTH UNIT 
INSTITUTE OF CHILD HEALTH 
30 Guilford Street 

London WC1N 1EH, England 


This Unit welcomes nurses and doctors from overseas while on furlough 
in London. The Unit is happy to organize study including slide-tape 
programmes, reading, museum work and discussions. For those staying 
more than a day or two, a charge of £6 per week is made. In July a 
week's course oriented towards the problems of child health in the 
developing world is held. In 1973 this will run from 9 to 13 July. 
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CMC NEWS IN BRIEF 


CMC STAFF MEMBERS MAKE FIRST 
VISIT TO LATIN AMERICA 


Two staff members of the Christian 
Medical Commission, R. Nita Barrow 
RN and Sister Gilmary Simmons MD, 
toured several countries in Latin 
America, 18 October to 20 November 
1972, to survey church-related 
medical programmes in an attempt 
to be of assistance to churches 
and professional people there in 
assessing the health needs of the 
area and in setting priorities for 
the future. The main countries 
visited were Bolivia and Nicaragua. 


Bolivia The team, including Duvon 
Corbitt MD of the Board of Mis- 
Sions of the United Methodist 
Church in the US, met with repre- 
sentatives of the churches, the 
hospitals, the community and the 
government. The team members 
joined in a short workshop with 
those in Bolivia who are responsi- 
ble for evaluation of present med- 
ical programmes, for setting pri- 
orities in medical work and plan- 
ning for future health services in 
relationship with other churches 
and with government programmes. 


The present complexity and inter- 
relationships of political, social 
and economic factors affecting all 
service programmes add immeasur- 
ably to the difficulties in health 
planning for both church and gov- 
ernment. The team was impressed 
by how limited resources (Bolivia 
has the lowest per capita income 
in Latin America) were able to 
meet overwhelming medical needs 
through cooperation. An all-out 
effort is being made to bring bet- 
ter health care to a greater num- 
ber of people through strengthen- 


ing primary basic health services 
for the rural population (64.5% of 
total population). Outstanding 
examples of ecumenical cooperation 
in integrated comprehensive, com- 
munity-based health care pro- 
grammes of the Methodists, Catho- 
lics and Mennonites that were ful- 
ly coordinated with government 
health services were found in all 
regions visited. 


Nicaragua The Moravian medical 
work in Nicaragua has grown pro- 
gressively along the traditional 
lines of the mission hospital 
working to provide health care to 
the underprivileged, particularly 
to the large Mesquita Indian popu- 
lations in two geographic areas - 
Bilwaskarma and Puerto Cabezas. 


Recently the Moravian Church's 
medical work has, expanded to meet 
growing needs along the newer con- 
cepts of comprehensive community 
health care in both areas, with 
more cooperative integrated pro- 
grammes involving the Catholic 
Church's medical programmes and 
the government health services. 


In Managua the team visited the 
Baptist Hospital and government 
hospitals, together with the com- 
munity health, development, nutri- 
tion programmes supervised by the 
Catholic Relief Services. 


Very important are the growing ef- 
Forts between churches and govern- 
ment to coordinate medical work, 
especially in sharing the operat- 
ing costs and staffing of the ru- 
ral basic primary health services 
and the district referral hospi- 
tala, 


